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Abstract
To enjoy from an effective and efficient oral health care and its required guidelines, a 
modern population should have an in-depth understanding of the disease impact. 
Periodontitis is one the most significant causes of bone loss and its relationship with 
some systematic conditions has been approved. The aim of the present article was to 
evaluate extensively the effect of health status and oral abnormalities on life quality. 
Scant attention, however, has been paid to the periodontitis impact on life quality. The 
study is a summary of researches conducted on the effect of periodontitis on oral health-
related quality of life (OHRQoL). Related studies were gathered after searches made in 
Medline and PubMed electronic databases. Then, topic, abstracts, and data extraction 
were investigated. Most related studies reported the negative effect of periodontitis 
on OHRQoL. However, the reported standards were not similar in various studies. 
Moreover, most studies were conducted in developed countries.
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Introduction
Periodontitis is one the inflammatory diseases caused by a 
certain bacterial complex in dental plaque biofilm. The disease 
could result in loss of periodontal ligament and alveoli bone. 
Clinically, this situation is determined by the formation of 
plaque and/or gingival recession. Mild to moderate forms of 
chronic periodontitis are mostly seen and the rate of prevalence, 
based on sample and case characteristics, is estimated to 
be 13-57%.[1-3] Severe periodontitis involved 5-15% of the 
population and considered as one of the most important oral 
health issues.[4,5]
Some decades ago, studies that assessed periodontitis, other 
diseases, and oral status were merely conducted clinically. 
There were no project that taken social parameters of oral 
diseases consequences into consideration. Since then, Cohen 
and Jago suggested the socio-oral indexes, which encompass 
functional, physiological, and social consequences of oral 
status in individuals to indicate more than complications of 
various diseases.[6] Therefore, this conceptual change shed light 
on topical experiences and clarifications than just looking at 
symptoms and complications.
To date, no general consensus has been reached over the 
definition of oral health-related quality of life (OHRQoL). Most 
people believe, however, that OHRQoL is a subjective structure, 
which could be reported from patient’s viewpoint in the best 
way possible. Furthermore, it is a multi-dimensional topic in 
various areas. During the recent years, we witnessed an increase 
in development and reliability of OHRQoL tools to satisfy the 
non-clinical aspects of oral diseases. Multi-dimensional tools, 
which measure the effect of disease on social well-being and life 
quality comprises of physical, social, and physiological fields.[7] 
They are comparable in that they are based on individual reports, 
but they are different in terms of themes, way of response, and 
topical content.[8]
Little attention is paid to the effect of periodontitis on life 
quality. This could be due to mild complications of the disease 
in its initial stages than other status and oral diseases.[9] Various 
reports were published of clinical studies on periodontitis 
impact on OHRQoL. Comparison and combination of these 
findings are cumbersome due to the use of various applied 
methods for defining periodontal status and OHRQoL 
measurement.[10-17] There are a relationship and correlation 
in most reports of observational studies on the effect of 
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periodontitis on OHRQoL.[18-24] However, it is probable that 
this observed dependence was due to the simultaneous effect of 
other oral diseases on OHRQoL. Hence, this kind of research 
are required to be done meticulously to determine whether the 
observed effect has been due to the periodontitis or as a result 
of other related conditions such as decay or gradual tooth loss.
The aim of the present study was to explore whether 
periodontist has a negative effect on OHRQoL in various 
communities. Studies that evaluated in this project were all from 
observational epidemiology studies with sectional and futuristic 
approach. The research was conducted based on review method. 
Articles were gathered by keywords including periodontitis, 
periodontal disease, and health impact assessment via the 
internet in related websites of dentistry magazines in PubMed 
and Medline from 1990 to 2000. These reports contain the 
following issues necessarily: (1) How to measure periodontitis-
related tooth loss, (2) clinical measured periodontitis symptoms 
(namely pocket depth and/or loss of related clinical level), (3) 
how to determine related cases of periodontitis. This article was 
also used a validated multi-item OHRQoL instrument. From all 
evaluated articles, seven have had the concluding criteria. Each 
of these seven papers used a salient sample. In fact, two articles 
from Australia,[22,23] one from any countries from Hong Kong,[18] 
Chile,[19] News land,[20] and one form England.[25] An article also 
indicated an analysis from three sectional articles.
The Effect of Periodontitis on OHRQoL
Six out of seven articles reported the negative effect of 
periodontitis on OHRQoL.[18-21,23,24] Each of these studies was 
unique in its findings, the report of prevalent effects, and other 
reports. The amount of dependence was reported in five of 
these seven articles (with an odds ratio [OR] equal to 1.5 (95% 
confidence interval [CI] = 1.02-2.19) to 2.0 (95% CI = 1.5-2.5) 
or RR = 1.3 (95% CI = 1.2-1.4). However, due to variation in 
the threshold used in determining the level of periodontitis 
or affected OHRQoL, these estimations were simply made 
of thresholds used in the various investigations. Accordingly, 
we cannot say that the reported dependence was not existed. 
Marino et al. study was the only case that did not show a direct 
dependence between periodontitis and average score oral health 
impact profile (OHIP).[23] By investigating the areas, which 
affected most by OHRQoL, it can be seen that the nature of 
dependence between periodontitis and OHRQoL is basically 
physical and physiological. This is an uncontroversial pattern 
among various OHRQoL instruments.
Four out of seven articles controlled the supplementary 
variables in reports on the effect of periodontitis on 
OHRQoL.[19-21,24] According to Slade et al. losing a tooth 
and number of decayed surfaces of root have more effect on 
OHRQoL than maximum pocket depth.[24] Similarly, Dunedin 
showed the dependence between periodontitis and OHRQoL 
(with an OR equal to 1.5 (95% CI = 1.2-2.19). However, this 
dependence was more for decayed surfaces with an OR equal to 
1.95 (95% CI = 1.35-2.81). This illustrated that although two 
oral diseases have had a negative effect on OHRQoL, they were 
in various measures. Other factors were also reported the effect 
of OHRQoL, one of which is the relationship between tooth loss 
and age.[19,21]
There were some limitations in these studies, as well as in 
our ability, for their clinical assessment. The reported OHRQoL 
mean scores were not that much to indicate discrepancies in the 
amount of the effect among groups. By assessing and reporting 
discrepancies in prevalence effect, the extent and intensity of 
findings reliability are escaladed. Prevalence based on percentage 
is the reports of individuals with “often” and “most of the times” 
items and span are actually the number of these items. Disease 
intensity is realized by the mean score of OHIP-14. Lawrence 
et al. was the only study reported the prevalence, span, and 
intensity of OHRQoL effect.[20] They found that periodontitis 
had a significant effect on prevalence and intensity of OHRQoL, 
but not on the span.
In addition, it is important to evaluate the patients with 
periodontitis in such studies explicitly and correctly. A case 
with 3+ mm CAL, for instance, may not show an appropriate 
sample of periodontitis in that people with only an inflammation 
or gingival recession may be considered the same as healthy 
periodontal. Therefore, a significant factor to consider in 
time of assessing periodontitis-OHRQoL relation is to use 
spectrum measurements and their definitions to test a range of 
dependence. Using different definitions, Brennan et al. reported 
the prevalence of effect of various areas of Euro-QoL.[22] They 
concluded that there is less prevalence in swelling and gingival 
recession, while more prevalence of effect observed in pocket 
depth and loss of connections. The papers studied used 
different methods of data collection, case definitions, as well 
as a wide scope of OHRQoL instruments. Moreover, different 
report criteria were also employed for explaining periodontitis 
dependence and OHRQoL. All of these factors hinder any effort 
for classified comparison of findings within the project.
Conclusion
According to the World Health Organization (WHO 1948), 
estimating the health rate in any case does not confirm that no 
disease is existed, and further physical, mental, and emotional 
investigation is required. General well-being and oral health are 
one of the most significant issues in every individuals’ quality of 
life (QoL).[26] Hence, measuring the effect of oral status on QoL 
is the matter of the utmost importance in the individual health 
needs assessment.
In dentistry, understanding a patient regarding health-related 
QoL is one the significant outcomes of the health care.[27,28] In 
periodontitis treatments, case measurements including the 
amount of gingivitis and fittings improvement provide useful 
information about disease condition or treatment results. 
However, traditionally alternative measurements uncover little 
information about the effect on the disease. Evaluations on 
patients are specifically important for periodontitis since the focus 
on them is different from the final traditionally clinical point.[14,18] 
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Recently, more attention is paid on the effect of periodontitis on 
the daily life of patients including QoL.[12,18,21,29-32] This interest is 
in line with the designed research privilege for patient-oriented 
measurements in global workshops of emerging sciences in 
periodontology during recent years. Moreover, it is shown that 
oral health-related QoL measurements should have appropriate 
final clinical points to be able to investigate the periodontitis 
treatment effect.[33]
To treat the mild or advanced periodontitis, operations 
are mostly performed after the initial treatments. In deep 
pocket treatments, open flap debridement would lead to more 
decrease in pocket probe the depth and more improvement in 
clinical connections.[34] However, periodontitis operation could 
affect post-operation complications such as pain, swelling or 
tooth sensitivity. In other fields of dentistry, the significance of 
assessing changes on patient awareness during operation has 
been illustrated.[35-38] In orthognathic operation, it is assumed 
that the patient will accept short-term post-operational risks and 
discomfort in return for long-term interests in terms of more life 
time or better quality.[39,40]
The problem of the present study is that method and report 
heterogeneity made it hard to express a certain result in the 
amount of dependence between periodontitis and OHRQoL. 
Most studies indicated a negative effect of periodontitis on 
OHRQoL, but other studies had no control over other oral 
interfering conditions and the rest did not mention in their 
reports that why they have used little number of variables for 
controlling their multi-functional analyses. Since OHRQoL is a 
subjective phenomenon and might be affected by many factors, 
having sufficient awareness of interfering factors is the matter 
of the utmost importance in order to prevent mistake in data 
interpretation and the rate of existing dependence (especially 
other clinical conditions affect individuals’ daily life).
The obtained results emphasized the need for standardization 
of periodontitis effects on OHRQoL. Terms and concepts of 
standard periodontitis epidemiology (such as prevalence, span, 
and intensity) should be used along with specified and acceptable 
definitions, as well as data analysis methods. Further research 
should consider clinical issues in their report on periodontitis 
effect on OHRQoL.
References
1. Sheiham A, Netuveli GS. Periodontal diseases in Europe. 
Periodontol 2000 2002;29:104-21.
2. Albandar JM, Brunelle JA, Kingman A. Destructive periodontal 
disease in adults 30 years of age and older in the United States, 
1988-1994. J Periodontol 1999;70:13-29.
3. Corbet EF, Zee KY, Lo EC. Periodontal diseases in Asia and 
Oceania. Periodontol 2000 2002;29:122-52.
4. Merchant AT, Oranbandid S, Jethwani M, Choi YH, Morrato EH, 
Pitiphat W, et al. Position paper: Epidemiology of periodontal 
diseases. J Periodontol 2005;76:1406-19.
5. Petersen PE. World Health Organization global policy for 
improvement of oral health – World Health Assembly 2007. Int 
Dent J 2008;58:115-21.
6. Cohen LK, Jago JD. Toward the formulation of sociodental 
indicators. Int J Health Serv 1976;6:681-98.
7. Slade GD. Derivation and validation of a short-form oral 
health impact profile. Community Dent Oral Epidemiol 
1997;25:284-90.
8. Slade GD, Strauss RP, Atchison KA, Kressin NR, Locker D, 
Reisine ST. Conference summary: assessing oral health outcomes 
– measuring health status and quality of life. Community Dent 
Health 1998;15:3-7.
9. Thomson WM. Oral health and oral health-related quality of 
life. J Dent Health 2011;61:142-8.
10. Reisine ST, Fertig J, Weber J, Leder S. Impact of dental conditions 
on patients’ quality of life. Community Dent Oral Epidemiol 
1989;17:7-10.
11. Needleman I, McGrath C, Floyd P, Biddle A. Impact of oral 
health on the life quality of periodontal patients. J  Clin 
Periodontol 2004;31:454-7.
12. Cunha-Cruz J, Hujoel PP, Kressin NR. Oral health-related quality 
of life of periodontal patients. J Periodontal Res 2007;42:169-76.
13. Aslund M, Pjetursson BE, Lang NP. Measuring oral health-
related quality-of-life using OHQoL-GE in periodontal patients 
presenting at the University of Berne, Switzerland. Oral Health 
Prev Dent 2008;6:191-7.
14. Jowett AK, Orr MT, Rawlinson A, Robinson PG. Psychosocial 
impact of periodontal disease and its treatment with 24-h root 
surface debridement. J Clin Periodontol 2009;36:413-8.
15. Lopes MW, Gusmão ES, de Vasconcelos Alves R, Cimões R. The 
impact of chronic periodontitis on quality of life in Brazilian 
subjects. Acta Stomatol Croat 2009;43:89-98.
16. Andersson P, Hakeberg M, Karlberg G, Ostberg AL. Clinical 
correlates of oral impacts on daily performances. Int J Dent Hyg 
2010;8:219-26.
17. Araújo AC, Gusmão ES, Batista JE, Cimões R. Impact of periodontal 
disease on quality of life. Quintessence Int 2010;41:e111-8.
18. Ng SK, Leung WK. Oral health-related quality of life and 
periodontal status. Community Dent Oral Epidemiol 
2006;34:114-22.
19. López R, Baelum V. Oral health impact of periodontal diseases 
in adolescents. J Dent Res 2007;86:1105-9.
20. Lawrence HP, Thomson WM, Broadbent JM, Poulton R. Oral 
health-related quality of life in a birth cohort of 32-year olds. 
Community Dent Oral Epidemiol 2008;36:305-16.
21. Bernabé E, Marcenes W. Periodontal disease and quality of life 
in British adults. J Clin Periodontol 2010;37:968-72.
22. Brennan DS, Spencer AJ, Roberts-Thomson KF. Quality of 
life and disability weights associated with periodontal disease. 
J Dent Res 2007;86:713-7.
23. Mariño R, Schofield M, Wright C, Calache H, Minichiello 
V. Self-reported and clinically determined oral health status 
predictors for quality of life in dentate older migrant adults. 
Community Dent Oral Epidemiol 2008;36:85-94.
24. Slade GD, Spencer AJ, Locker D, Hunt RJ, Strauss RP, Beck JD. 
Variations in the social impact of oral conditions among older 
adults in South Australia, Ontario, and North Carolina. J Dent 
Res 1996;75:1439-50.
25. Bernabé E, de Oliveira CM, Sheiham A. Comparison of the 
discriminative ability of a generic and a condition-specific 
OHRQoL measure in adolescents with and without normative 
need for orthodontic treatment. Health Qual Life Outcomes 
2008;6:64.
Periodontitis and oral health Nategh, et al
4
26. Naito M, Yuasa H, Nomura Y, Nakayama T, Hamajima N, 
Hanada N. Oral health status and health-related quality of life: a 
systematic review. J Oral Sci 2006;48:1-7.
27. Allen PF. Assessment of oral health related quality of life. Health 
Qual Life Outcomes 2003;1:40.
28. Locker D, Allen F. What do measures of ‘oral health-related 
quality of life’ measure? Community Dent Oral Epidemiol 
2007;35:401-11.
29. John MT. Oral health-related quality of life is substantially 
impaired in patients who seek referral to a periodontal specialty 
practice. J Evid Based Dent Pract 2005;5:82-3.
30. Bajwa A, Watts TL, Newton JT. Health control beliefs and quality 
of life considerations before and during periodontal treatment. 
Oral Health Prev Dent 2007;5:101-4.
31. O’Dowd LK, Durham J, McCracken GI, Preshaw PM. Patients’ 
experiences of the impact of periodontal disease. J  Clin 
Periodontol 2010;37:334-9.
32. Tsakos G, Bernabé E, D’Aiuto F, Pikhart H, Tonetti M, 
Sheiham A, et al. Assessing the minimally important difference 
in the oral impact on daily performances index in patients 
treated for periodontitis. J Clin Periodontol 2010;37:903-9.
33. Hujoel PP. Endpoints in periodontal trials: the need 
for an evidence-based research approach. Periodontol 
2000 2004;36:196-204.
34. Heitz-Mayfield LJ, Trombelli L, Heitz F, Needleman I, Moles D. 
A systematic review of the effect of surgical debridement vs non-
surgical debridement for the treatment of chronic periodontitis. 
J Clin Periodontol 2002;29 Suppl 3:92-102.
35. Cunningham SJ, Garratt AM, Hunt NP. Development of 
a condition-specific quality of life measure for patients 
with dentofacial deformity: I. Reliability of the instrument. 
Community Dent Oral Epidemiol 2000;28:195-201.
36. McGrath C, Comfort MB, Lo EC, Luo Y. Can third molar 
surgery improve quality of life? A 6-month cohort study. J Oral 
Maxillofac Surg 2003;61:759-63.
37. McGrath C, Comfort MB, Lo EC, Luo Y. Patient-centred 
outcome measures in oral surgery: validity and sensitivity. Br J 
Oral Maxillofac Surg 2003;41:43-7.
38. Lee S, McGrath C, Samman N. Impact of orthognathic surgery 
on quality of life. J Oral Maxillofac Surg 2008;66:1194-9.
39. Modig M, Andersson L, Wårdh I. Patients’ perception of 
improvement after orthognathic surgery: pilot study. Br J Oral 
Maxillofac Surg 2006;44:24-7.
40. Mehta A. Risk factors associated with periodontal diseases 
and their clinical considerations. Int J Contemp Dent Med Rev 
2015;2015:Article ID: 040115. doi: 10.15713/ins.ijcdmr.31.
